Dermatoscopy, as a noninvasive rapid method, which allows the viewing of melanin in the epidermis and papillary dermis, has an important role in diagnosis of the pigmented lesions localized on skin, mucous membrane, scalp and nails. The term of verrucous pigmented lesions includes a series of non-melanocytic and melanocytic, benign and malignant lesions. Among these, the most frequent is the seborrheic keratosis , a common epidermal tumor, affecting the sun exposed areas of adult. At the other end of the spectrum regarding the frequency is the seborrheic keratosis-like melanoma, whose underdiagnosis has a serious impact on the patient's life. In this work we present the clinical and dermoscopical aspects of three cases of verrucous pigmented lesions (two seborrheic keratoses and one seborrheic keratosis-like melanoma) that determined the diagnostic algorithm as well as the therapeutic approach. The above-presented cases underline the importance of dermatoscopy to determine the malignant potential of the pigmented lesions, the final appropriate treatment being possible after the histopathologic confirmation.
INTRODUCTION
Nowadays, dermatoscopy became an important technique for the assessment of the pigmented lesions localized on the skin, mucous membrane, scalp and nails, permitting to establish the melanocytic and nonmelanocytic nature of the lesions and also to distinguish between benign and malignant lesions [1] [2] [3] .
The frequent use of dermatoscopy allows the early detection of melanoma, when it is clinically difficult to differentiate from benign lesions and reduces the advanced melanoma cases, with impact on prognosis and medico-legal implications [1, 4] .
Under the term of verrucous pigmented lesions can be included benign lesions like seborrheic keratosis, congenital and acquired melanocytic nevi, pigmented actinic keratosis, but also malignant lesions like melanoma.
Seborrheic keratosis is one of the most common benign tumors of the skin, presenting a variety of clinical, dermatoscopic and histological appearances, still having an unknown etiopathology [5, 6] . This common lesion is usually found on sun exposed areas of the middle aged adult and it differs from melanocytic nevi and melanoma by its waxy and dull aspect, with horny plugs on the surface being easily removed. Besides these common types of seborrheic keratosis which can be easily recognized by clinical and dermatoscopic appearance, irritated and deeply pigmented seborrheic keratosis can be confused with verrucous melanocytic nevi and, even with melanoma [7, 8] . These types of lesions will require excisional biopsy for the confirmation of the diagnosis, in order to prevent a wide and unnecessary local excision, reducing the cost and the patient's discomfort [6, 9] .
Congenital and papillomatous melanocytic nevi can develop keratin plugs inside the epidermal invaginations and follicular openings, with variate sizes and colours ranging from yellow to black depending also on the level of melanin [1] . These nevi can be mistaken for seborrheic keratosis when the masses of keratin are abundant and the level of melanin is low.
Melanoma -the most aggressive skin cancer, responsible for 79% of the mortality by skin cancer, is renowned by the multitude of clinical and dermatoscopic aspects, especially in its early stages [1, 10, 11] . The verucous melanoma is an extremely rare type of melanoma, very similar to seborrheic keratosis, a very serious confusion, imposing the recommendation of the histopathological examination of all the seborrheic keratosis that do not show all the specific clinical and dermatoscopic criteria for seborrheic keratoses or have at least a common feature with the melanoma [12, 13] . The verrucous melanoma can occur de novo or this verrucous aspect can develop during the evolution of any of the four important histopathological types: superficial spreading melanoma, nodular melanoma, lentigo maligna melanoma, acral lentiginous melanoma [14] .
CASE 1
A 27 years old woman, came to our clinic recently after pregnancy for an itching, pink to dark brown nodular lesion on the abdomen which changed during the last months (Fig. 1a) . She related that the lesion was present since childhood. The dermatoscopic evaluation showed multiple yellowish to brown-grey masses of keratin, numerous milialike and comedo-like structures, comma vessels (Fig. 1b) . The age and the history of the patient, the localisation and the size of the lesion conducted for a verrucous melanocytic lesion, the differential diagnosis being made with an irritated seborrheic keratosis. A surgical excision with a 2 mm border was performed and the histopathological exam was consistent with a seborrheic keratosis (Fig. 1c) . 
CASE 2
A 62 years old woman, with a history of breast cancer, came to our clinic for a black-bluish, verrucous plaque, developed during the previous year on the left cheek (Fig. 2a) , that she treated on her own with an ointment made of plants. After the clinical examination, a topical maltreated seborrheic keratosis or a hemangioma were suspected and less likely melanoma. Due to the verrucous surface, the first dermoscopic examination revealed only a homogeneous brown-grey pigmentation (Fig. 2b) . After the mild removal of the scales, the second dermoscopic examination was performed and it revealed a blue-greyish coloration, covering most of the lesion, few irregular dark-brown dots and globules and a sharp border, except the portion between 10 and 12 o'clock where one could be noticed some faint regular brown lines (Fig. 2c) . Melanoma could not be excluded after the second dermatoscopic examination, therefore an excisional biopsy was performed and the histopathological exam showed that the lesion was a melanoma with Breslow depth of 1.6mm and Clark level II (Fig. 2d) . 
CASE 3
A 57 years old woman presented to our department for a few years history of a moderately raised, irregular edge, pigmented plaque situated on the internal part of the right arm with a chromatic ranging from light brown to black (Fig. 3a) . The clinical aspect was highly suggestive for superficial spreading melanoma.
The dermatoscopic examination revealed a grey-whitish coloration covering the 2/3 of the lower part of the lesion and faint, brown, radial streaming at the left edge between 7 and 11 o'clock. We also noticed black irregular dots and globules and pigmented network remanents in the center (Fig. 3b) .
The clinical and dermatoscopic diagnostic was consistent with the diagnosis of superficial spreading melanoma. The lesion was excised and the histopathological exam showed the diagnosis of seborrheic keratosis (Fig. 3c) . The reevaluation of the dermatoscopic image (Fig. 3b) after knowing the histopathological diagnostic led to the following observations: the whole right edge of the lesion was well defined, the dots and the globules previously identified were, in fact, comedo-like structures, and the disorganized network was generated by the pseudolines. 
DISCUSSION
Seborrheic keratosis being such a common lesion seen in the sun exposed areas of middle aged adults, it is often taken into account in the differential diagnosis of either benign or malignant melanocytic lesions, as it happened in the above described cases. The clinical data are essential for the accuracy of diagnosis, both from the positive and the negative point of view. In the first case, the age of the patient and wrongly appreciated history of the lesion by the patient, led to a first diagnosis of hypopigmented papillomatous nevus. The dermatoscopic image could be interpreted in this diagnosis because of the numerous comedo-like structures, most of them of small sizes being similar to the brown dots from the melanocytic nevi (Fig. 1b) .
In the third case, the multitude of the clinical features of melanoma (asymmetry, presence of 3 colours, irregular border, tendency to change) led to a wrong interpretation of the dermatoscopic aspect. So, the comedo-like and pseudo-networklike structures specific for the seborrheic keratosis were wrongly interpreted as dots, globules and irregular pigmented network generated by melanocytes. Instead, the sharp border in the right half of the lesion, which should have risen the suspicion of a seborrheic keratosis, has been ignored (Fig. 3b) . In the second case, the dermatoscopic examination showed only subtle criteria of melanoma, as a few irregular black dots and globules, but, on the other hand, there were no milia-like and comedo-like structures, specific for a seborrheic keratosis (Fig. 2c) .
CONCLUSIONS
The dermatoscopic examination should be a compulsory stage in the diagnosis of the verrucous pigmented lesions, taking into account that among them, besides the common seborrheic keratosis, we can also find the verrucous melanoma, the congenital and the acquired melanocytic nevi. The lesions suspected of malignancy on dermatoscopy or whose nature can not be clearly established, must be surgically excised with a narrow border, in order to have a complete histopathological examination. In this way, the treatment performed will be appropriate, avoiding large excisions and even more important underdiagnosis and improper treatment of melanoma. 
